Subtotal aortic occlusion due to dehiscence of a supracoronary graft 10 years after surgery for acute type A dissection A 55-year-old male patient was referred with a 1-month history of dyspnoea NYHA III and chest pain, 10 years after aortic replacement due to acute type A dissection. Angiography displayed an abnormal configuration of the supracoronary graft (Panel A, arrow), and invasive blood pressure monitoring revealed a peak-to-peak gradient of 180 mmHg confirming a severe stenosis in the ascending aorta. The computed tomography (CT) scan revealed proximal anastomotic dehiscence with a severe subtotal aortic stenosis (Panel B). A blind lumen of the supracoronary graft was identified (Panel B, white arrow), and perfusion appeared to be maintained only by a small residual lumen (Panel B, black arrow). The patient was scheduled for urgent redo aortic surgery. Cardiopulmonary bypass was initiated via the right subclavian artery and the right femoral vein, before resternotomy was performed. The ascending aorta, aortic arch, and descending aorta were explored in circulatory arrest with antegrade cerebral perfusion. The graft was found to be detached at the proximal anastomosis, involving approximately half of the circumference (Panels C and D, white arrow). As a result, the graft protruded into the lumen (Panels C and D, white arrow), building a blind sac and occluding the ascending aorta almost completely, with only a small lumen remaining (Panels B and D, black arrow). The aortic root, ascending aorta, and aortic arch were replaced by a conduit (Panel E). A re-entry was found in the proximal descending aorta (Panel F, arrow) which required additional graft replacement of the descending aorta. This case highlights that a regular follow-up including CT scan is mandatory after acute aortic surgery. KLF2 improves aged proangiogenic cell function
